[Acute cardiogenic shock with inferior myocardial infarction associated with an abnormal origin of the coronary arteries].
A 45-year-old previously healthy man was admitted as an emergency having suddenly gone into cardiogenic shock. He had not been on any medications. The only known risk factor for cardiovascular disease was heavy smoking. The patient was awake and responsive on admission but showed early signs of cardiogenic shock with hypotension (systolic blood pressure 70 mmHg) and a peripheral pulse rate of 25 beats/min, cold sweat, peripheral cyanosis, nausea and retching. A 12-lead electrocardiogram revealed a bradycardic idioventricular rhythm with a wide QRS and monophasic ST segment elevation in the inferior and posterolateral leads. The patient required resuscitation immediately after admission because of ventricular fibrillation and was intubated. Cardiopulmonary measures of resuscitation had to be continued while an emergency coronary angiography was performed. This demonstrated an anomalous origin of both coronary arteries from the right sinus of Valsalva and proximal occlusion of a dominant right coronary artery (RCA). Several episodes of ventricular fibrillation required repeated DC cardioversion until a regular rhythm was maintained. Closed-chest cardiac compression had to be continued until percutaneous coronary angioplasty had re-established flow in the artery and a long stent had been inserted, with subsequent hemodynamic stabilization and restitution of a normal cardiac rhythm. The patient was extubated 3 days after admission. Sudden onset of cardiogenic shock and extensive monophasic ST elevations in the ECG without clear-cut localization of coronary supply to the infarcted area should bring to mind an atypical coronary supply pattern or possible coronary artery anomaly.